—rent psed halmear's Statemeni on Reverse Side) X -

MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH -63-018642
DO NOT WRIVE AMENDED Registration District No. __::I/_Z._"Prirﬁary Repistration District No. .j{%_.ﬁuimﬂ: o, _-—/_i2_;.! STATE FILE NuMBER

ON THIS $TUB FH FO MY 71989 - i :
. T. PLACE OF DEATH ‘2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
VS 300

a. COUNTY I C“ﬂ : a. STATE b. COUNTY admission)
Rev. 4/59 Ste Mo, Ste Louis

b. CITY (i outside corporate limits, give TOWNSHIP only) Length_of. stay in 1b c.-CITY Inside Limits

CR - . o
own  Kirkwood 3 yoars o Kirkwood Yol NeD
t. FULL NAME OF {If NOT in hospital, give lacation) Inside Limits d. STREET . {If cutside, give location) Resids on Farm
HOSPITAL OR ADDRESS -

INSTITUTION 908 Simmons Ave,, Yemfgl No[J 908 Simmons Ave, . Yes [J No [

3. NAME OF DECEASED First : Middle Last 4. DATE Month Day Year
(Type ‘or print) OF

EMILY RUMMEL DEATH April 19,

5. 58X 6. COLOR OR RACE 7. Married. []  Mever Married [J ]E_ DATE OF BIRTH | 9- AGE {last birthday} R 1 YEAR IF UNDER 24 HR

Fme White Widowed % Divorced [J 1/7/79 8h ‘ Days Hours Min.

102, USUAL OCCUPATION (Give kind of waork done | 10b. KIND OF BUSINESS OR INDUSTRY| T1. BIRTHPI.ACE_[C ty and state or country) | 12. CITIZEN OF WHAT COUNTRY

ing mast orking life, even if retired) -
Housowl £ P Belle, Mo, USA
t3a. FATHER'S NAME - 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND CR WIFE
? Klebba Philip Rummel, Dactd,
. INFORMANT d Address d -

15. WAS GECEASED EVER IN U.5. ARMED FORCES? NO.

{Yes, n .unknown) | {If yes, give war or dates of service) .
S | | Foms |Es S. Morris,7115 Lanhen Ave,Stalouls Mo,
INTERVAL B EN

78, CAUSE OF DEATH (trver onl 18 per lina Tof (a), B)ffand (cl. .
" T PART I. DEATH WAS CAUSED BY: A / ’7-\ N ONSET AND DEATH
. " IMMEDIATE CAUSE (a} - —20.¢ K0 L o9 '

A R

DATE AMENDED

e P

_DOCUMENT .,

Conditions, if.any, DUE TO (b}~ .
which gave rise to
above cause, (2],
stating the under-
Iying. .causa last.]  DUE TO;(c)

PART 1. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TC DEATH but not related to the terminal PART LIl I¥ deceased was femalse was
dition given in PART | (a) . there a prugnanc!_-i_n.lut‘__qo days. ]
Moo elerpa, - [0 | %] D vsron
19 WAS AUTOPSY | 20a. ACCIDENT _ SUICIDE HOM&CIDE 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in PART 1 or PART 11 of item 18.}

PERFORMED a ] g i
YES [ NOB@- X . _
T0c. TIME OF.  Houf  Month, Day, Year |
- INJURY am, - . . o
B N-30 8 . -

20d. INJURY. QUCURRED 20e. PLACE OF INJURY (e.g., in or about home, | 20+ CITY, TOWN, OR LOCATION COUNTY
WHILE AT WORK farm, factory, street, office bidg., etc.)
" NOT WHILE AT WORK [J | / 7 '

Ped the decessed frn«\___;%di o and lest saw L35 live o0 ?7_2 &7 2 3
bccurred: "_fﬂ??—r_ém on the data stated sbove, and 1o the bést of my knowidiae, frofh the causen stated. o
N tene, 2923 [ 16T oo, o, Facbisver] Mol 357763

= r 7 Lj n L3 7
T3a. BURTAL, CREMATION, | 23b. DATE -~ ° . 23¢c. NAME OF CEMETERY OR CREMATORY . 2Bd. LOCATION (City, town, or county) (State) T

Barial | b/22/63 Ste Peter Cemetery, Kirlovogd, Mo

24. FUNERAL DIRECTOR - ADDRESS 25. DATE_RECD. BY LOCAL REG. | 26. PEONSTRAR'S SIGNAIDRE

louis H, Bopp, Inc,,Kirkwood, Mo, 4/-}/« Neinb.
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MEDICAL CERTIFICATION., * °.

USE BLACK INK
OR
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STATEMENT BY LICENSED, EMBALMER

1 hereby certify that the body whose name-is recorded on the reverse side of this cerfificate was embalmed by me,

i)

Student .Embalmer No.

..or-by:

working qhder my personal supervisic;n.

Student. i -

e Signature of Student Embalmer

Note: The above MUST BE SIGNED, BY THE LICENSED EMBALMER in his OWN HANDWRITING (Failure to comply
with the above constitutes grounds for revocation of license). .o

if embalmed by a STUDENT, he alsé shall sign in his OWN handwrmng

If this body is noic embalmed, fact shou!d be so,stated above.,
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